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Introduction: Intimate partner violence (IPV) is a common form of violence experienced by pregnant women
and is believed to have adverse mental health effects postnatally. This study investigated the association of
postnatal depression (PND) and suicidal ideation with emotional, physical and sexual IPV experienced by
women during pregnancy.
Methods: Data were collected from 842 women interviewed postnatally in six postnatal clinics in Harare,
Zimbabwe. We used the World Health Organization versions of IPV and Centre for Epidemiological Studies —
Depression Scale measures to assess IPV and PND respectively.We derived a violence severity variable and com-
bined forms of IPV variables from IPV questions. Logistic regression was used to analyse data whilst controlling
for past mental health and IPV experiences.
Results: One in ﬁve women [21.4% (95% CI 18.6–24.2)] met the diagnostic criteria for PND symptomatology
whilst 21.6% (95% CI 18.8–24.4) reported postpartum suicide thoughts and 4% (95% CI 2.7–5.4) reported suicide
attempts. Two thirds (65.4%) reported any form of IPV. Although individual forms of severe IPV were associated
with PND, stronger associations were found between PND and severe emotional IPV or severe combined forms
of IPV. Suicidal ideation was associated with emotional IPV. Other forms of IPV, except when combined with
emotional IPV, were not individually associated with suicidal ideation.
Conclusion: Emotional IPV during pregnancy negatively affects women’s mental health in the postnatal period.
Clinicians and researchers should include it in their conceptualisation of violence and health. Further research
must look at possible indirect relationships between sexual and physical IPV on mental health.
© 2016 Elsevier Inc. All rights reserved.1. Introduction
Intimate partner violence (IPV) is a common form of violence
amongst pregnant women and is a risk factor for postpartum mental
health problems [1,2]. A global review of the prevalence of IPV found
that African countries reported amongst the highest levels [3]. In a
systematic review of IPV during pregnancy in Africa [4], as many as
one in two pregnant women reported such violence. Studies have
highlighted postnatal depression (PND) as a common maternal health
problem globally and have shown that it is exacerbated in resource-
limited settings such as many African countries [5,6] including
Zimbabwe [7–9]. PND affects between 8% and 20% of women and
impacts negatively on mother child bonding and care giving [10].Biological explanations for PND include the rapid hormonal withdrawal
within 4 weeks postpartum leading to vulnerability of women and
activation of a biological system underlying mother–child attachment
behaviour regulated by hormones [11]. It is crucial to understand the
association of IPV during pregnancy and PND, including the serious
dimensions of suicidal ideation, to develop prevention interventions.
Prevention and early identiﬁcation is important to plan treatment and
further prevention [12].
There is increasing attention on the association between IPV and
PND but few studies [1,13,14] focussed on IPV experienced during
pregnancy, even though research shows that IPV during pregnancy is
more likely to lead to PND compared to IPV outside of pregnancy [1].
Other current research limitations include recall bias when women
are asked retrospectively about their pregnancies, whilst other studies
did not adjust for confounding variables [10]. PND has been assessed
at different times from a day after giving birth to as long as 2 years
after giving birth with most studies using 6 weeks postpartum as the
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6 weeks postpartum.
In a systematic review of the associations between PND and violence
in Africa, it was noted that data were only available from 8 countries
with 58 PND prevalence estimates ranging between 3.2% and 48%
with the majority lying between 10% and 19% and a weighted mean of
18% (95% CI 17.6–19.1%) [15]. The wide range (3.2–48%) reported is
mostly due to the studies using various time periods after which PND
was measured such as between 5 days and 18 months after delivery
although prevalence is known to decrease after 6 months as reported
in cohort studies [16,17]. In Zimbabwe, in particular, the prevalence of
PND was reported at 16% in 1998 at 6–8 months postpartum using the
Edinburgh PND scale [8]. Validation of PND measures in Zimbabwe
has been done extensively with different tools such as the Edinburgh
PND scale [18] offering adequate literature on PND with which to
compare our results.
Suicide is a leading cause of perinatal maternal deaths in developed
countries [19] but it has not been given adequate attention in developing
countries. Suicidal ideation requires more attention in women in de-
veloping countries where it has traditionally been regarded as amale
health problem [20]. The World Health Organization (WHO) Multi
Country Study on women’s health [3] reported that up to 12%
women have attempted suicide and an even higher proportion
have at one time thought about taking their lives [21]. Although
measurement differences exist, a study that used the same WHO vio-
lence questions and the Centre for Epidemiological Studies—Depression
Scale (CES-D) tool for measuring suicide found that 14% of women
attempted suicide in their lifetime, and abused women were three
times more likely to develop suicide thoughts [21]. These studies
addressed the general population. Little evidence exists on suicide
attempts and thoughts in the postpartumperiod and on IPV experienced
during the time of pregnancy. Understanding the association between
IPV and PND and suicidality is crucial as it affects not only the health of
themother but also that of the newbornwith both short and long health
sequelae. A broader study on IPV during pregnancy provides an opportu-
nity to explore PND and suicide. Womenwere interviewed at their sixth
week after birth, minimising recall bias. This study also measured past
IPV and past suicidal ideation and we were able to control for this in
the analysis. The paper assesses the relationship between IPV during
pregnancy and both PND and suicidal ideation.
2. Methods
2.1. Design and data collection
A cross-sectional survey was conducted amongst 2042 postnatal
women who attended postpartum clinics in Harare, Zimbabwe. The
study was conducted in six public postnatal clinics in low-income
urban areas between May and September 2011. The study recruited
1156 women at the 10-day postnatal clinic (56.6%) and 886 women at
the 6-week postnatal clinic (43.4%). This paper is based on an analysis
of data from 886 women recruited at the 6-week postnatal clinic to
ensure adequate measurement of PND symptomatology. We felt that
measuring PND at the 10th postnatal day would not yield reliable data
on PND that is normally measured from 6 weeks postpartum [8] and
up to 2 years. Women aged 15–49 years were consecutively recruited
from the postnatal clinic queues. Trained female interviewers invited
women and conducted face-to-face interviews in a private space
in vernacular.
IPV during the recent pregnancy was measured using an adapted
version of the WHO questionnaire for measuring violence against
women and girls [3]. In the questionnaire, partners were deﬁned as
current or past husbands, boyfriends or ﬁancés regardless of the legal
status of the relationship. IPV was measured using four, three and six
questions for emotional, sexual and physical violence respectively. For
example, physical violence was measured by asking a woman if, duringthe time shewas pregnant, her partner ever slapped, kicked, hit, choked,
shoved or threatened her with a weapon. Any positive response was
coded yes for that type of violence. An additional question measuring
violence frequency asked how many times each act happened during
pregnancy with once, twice or thrice/more as the responses.
PND symptomatology was measured using the WHO [3] version of
the CES-D that is also commonly used to measure PND. This scale has
been validated and used extensively in many African settings [3] and
has 20 questions that assess whether a woman experienced or felt a
range of problems and emotions during the past 4 weeks including
the following: sadness, bad sleep, loss of interest in things, poor appe-
tite, often having headaches, excessive thinking, feelings of guilt, tired-
ness, movement/motion problems and thoughts of ending their life. For
example, whilst referring to the past 4 weeks, respondents were asked,
“Do you often have headaches?” Each question was dichotomously
coded “yes” if the respondent reported having felt or experienced the
problem and “no” if they did not.
Suicide thoughtswere assessed by askingwhether a participant ever
had thoughts of killing themselves in their lifetime and this was
dichotomised as No=0 and Yes=1. The same question was also asked
with reference to the last 4 weeks. Respondents who reported “yes” to
suicide thoughts were asked if they ever tried to end their lives and
similarly coded as “yes” or “no”. A participant was regarded as having
had past suicidal ideation if they reported ever having suicidal thoughts
or ever attempted to end own life.
We also collected participants’ sociodemographic information in the
interview such as woman’s and partner’s age and education, their age
differences and marital status. Women’s HIV status data were collected
from clinic records after receiving women’s written consent. Relation-
ship quality was assessed by asking how often the couple quarrelled
and thiswas coded on a Likert scale (often, sometimes or rarely). History
of child abuse was measured by asking if a participant ever experienced
physical or sexual violence before age 16 years. The questionnaire was
tested with 60 postnatal women at one of the clinics in the study area
and few adaptationsweremade. Detailedmethodology andoverallﬁnd-
ings have been reported elsewhere [22].
The study followed the WHO [23] guidelines for researching vio-
lence against women and girls. Written informed assent and consent
were provided before beginning each interview. Women who reported
violence, depressive symptoms and suicide thoughts and attemptswere
given information about professional counsellors and were encouraged
to consult services. Ethical clearance was received from the Medical
Research Council of Zimbabwe and the University of the Western Cape
research ethics committees.
3. Data analysis
Data were processed using Stata version 12. The depression cutoff
point of 7 was used following studies conducted in Zimbabwe [6,8,9]
and the WHO Multi Country Study [3] version of the questionnaire.
We therefore classiﬁed women reporting at least 8 of the 20 items as
having PND symptomatology. The WHO self-reporting questionnaire
has been reported to classify depression the same way with higher
degree of agreement with the local 14-item questionnaire that
measures depression [6,24–26]. The reliability coefﬁcient for the PND
symptomatology scale used was 0.80, demonstrating a high degree of
agreement amongst the individual items used.
A composite violence severity measure was derived from the
violence frequency measures used in the study (once, twice, thrice/
more). This frequency was then added to the number of types of each
category of violence. The composite violence variable based on frequency
and multiple types of violence were used to assess chi-square associa-
tions with mental health effects as follows: physical and/or sexual IPV
and, physical, sexual and/or emotional IPV.
For each violence type or combination, we further constructed a
three-level violence variable with no violence experienced during
Table 1
Patterns of severity of violence types during pregnancy, N=842.
Violence type No IPV, n (%) 1+ events, n (%) 1–2 events, n (%) 3+ events, n (%) 1–3 events 4+ events
Emotional 446 (53.0) 396 (47.0) 155 (18.4) 251 (28.6)
Physical 690 (82.0) 152 (18.0) 89 (10.6) 63 (7.5)
Sexual 507 (60.2) 335 (39.8) 88 (10.5) 247 (29.3)
Physical and/or sexual 436 (51.8) 406 (48.2) 126 (15.0) 280 (33.3)
Physical, sexual and/or emotional 291 (34.6) 551 (65.4) 281 (33.4)* 270 (32.1) **
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violence and high level of violence (deﬁned as severe violence) if a
woman experienced at least three events of violence. The same was
repeated for physical and/or sexual violence. For physical, sexual and
emotional IPV, the categorisation for low violence included one to
three types or acts/events of violence andhigh levels of violence included
at least four events of violence regardless of type of violence.
We conducted logistic regression to assess the association between
each individual violence type and combined forms of violence with
PND. Similar regression models were ﬁtted for the association between
violence and suicidal thoughts. The models controlled for variables that
are reported in literature to be associated with PND as well as other
variables that we added based on our univariate analyses and our
understanding of mental health and violence. We controlled for
marriage, age, education, past violence, relationship status (levels of
quarrelling, controlling behaviours by a partner), pregnancy outcome,
HIV status and woman’s past suicidal ideation. We did not control for
antenatal depression as it was not assessed in the study.
4. Results
Amongst the 886 women interviewed at 6 weeks postpartum, 95%
(842) completed the mental health survey. More than one in ﬁve
women [21.4% (95% CI 18.6–24.2)] met the diagnostic criteria for PND
symptomatology. A total of 27.6% (95% CI 25.5–29.4) reported lifetime
suicide thoughts whilst 21.6% (95% CI 18.8–24.4%) reported suicide
thoughts in the postpartumperiod. A total of 60% of thosewho reported
postpartum suicide thoughts had experienced suicide thoughts in their
lifetime. A total of 4% [4.1% (95% CI 2.7–5.4)] reported suicide attempts.
Table 1 shows prevalence and frequencies of IPV during pregnancy
amongst the 842 postnatal women. Generally high levels of violence
were reported during pregnancy; slightly over two thirds (65.4%)
reported experiencing any one type of violence. Almost half reported
emotional violence (47.0%), almost a ﬁfth (18%) reported physical
violence and 40% reported sexual violence.
Table 2 shows statistical differences between depression, suicide
thoughts and IPV during pregnancy and selected variables (includingTable 2
Sociodemographic characteristics of women by depression, suicide thoughts and violence.
Variable Depress
N (%) N (%)
Married 741/841 (88.1) 46/180
Primary education only 60/840 (7.1) 27/179
15–25 years old 369/839 (44.0) 81/180
Partner has other wives 139/819 (17.0) 34/165
Child abuse 160/836 (19.1) 59/177
Partner has no tertiary education 709/832 (85.2) 157/174
Partner aged 30+ years 463/839 (55.2) 95/178
HIV positive 123/815 (15.1) 35/174
Quarrels frequently with partner 220/832 (26.4) 74/178
Pregnancy/birth complications 41/818 (5.0) 9/173
Past violence 528/842 (62.7) 134/180
⁎ Pb.05.
⁎⁎ P≤ .001.
⁎⁎⁎ Pb.0001.social demographics, HIV status and relationship status). Statistical
differences were found between mental health outcomes (PND or
suicide) and the following variables: marital status, history of child
abuse, HIV positivity, frequent quarrelling in relationships and past
IPV. Signiﬁcant differences were also found between PND and partner’s
educational status whilst those in polygamous marriages differed
signiﬁcantly from those in monogamous marriages in terms of
reporting suicidal ideation. Statistical differences were observed
between IPV during pregnancy and history child abuse, HIV positivity,
quarrelling behaviour and past abuse.
Table 3 shows the prevalence of different types of IPV (three-
level variables) by experiences of depression and suicidal thoughts
amongst postnatal women. There were highly signiﬁcant differences
(˂.0001) observed between any violence type and either depression or
suicidal thought.
Table 4 shows results of the regression analysis between different
types of violence and PND. Across violence types, the odds of reporting
PND were signiﬁcantly higher when women experienced severe
violence than experiencing less severe violence. Although each type of
severe violence was associated with PND, strong associations were
found between depression and severe emotional violence and severe
combined violence. Less severe physical violence was not associated
with PND.
For suicidal ideation, we tested two models: the ﬁrst is without
controlling for past suicidal ideation, and in the second, we controlled
for past suicidal ideation to see the signiﬁcance of past mental health
status of a woman. In the ﬁrst model except for sexual violence, all
severe violence measures were associated with suicidal ideation (data
not shown) with stronger associations found between severe physical
and emotional violence amongst the individual types and all combined
types. In the second model after controlling for past suicidal ideation,
the association only persisted for emotional violence andwhen it is com-
bined with other types of violence in a severe derived variable (Table 4).
Sexual violencewas not associatedwith suicidal ideation,whether in less
severe or severe cases of violence. As with depression, higher levels
of combined forms of violence were strongly associated with suicidal
ideation followed by emotional violence and physical violence.ion Suicide thoughts Physical, sexual and/or
emotional violence
N (%) N (%)
(25.6)⁎⁎⁎ 36/155 (23.2)⁎⁎⁎ 83/551 (15.1)⁎⁎⁎
(15.1)⁎⁎⁎ 15/154 (9.7) 43/550 (7.8)
(45.0) 74/155 (47.7) 253/549 (46.1)
(20.6) 41/143 (28.7) ⁎⁎⁎ 111/529 (21.0) ⁎⁎⁎
(33.3)⁎⁎⁎ 56/154 (36.4)⁎⁎ ⁎ 139/546 (25.5) ⁎⁎⁎
(90.2)⁎ 130/150 (86.7) 461/543 (84.9)
(53.6) 76/154 (49.4) ⁎ 287/549 (52.3)
(20.1)⁎ 35/151 (23.2)⁎⁎⁎ 91/535 (17.0)⁎
(41.6)⁎⁎⁎ 56/152 (36.8)⁎⁎ 168/547 (30.7)⁎⁎⁎
(5.2) 7/152 (4.6) 22/533 (4.1)
(74.4)⁎⁎ ⁎ 119/155 (76.8)⁎⁎⁎ 439/551 (79.7)⁎⁎⁎
Table 3
Prevalence of violence during pregnancy by PND and postnatal suicidal ideation.
Violence PND Postpartum suicidal ideation (thoughts, attempts)
IPV types and experiences No depression,
n=662 (78.6%)
Depression,
n=180 (21.4%)
P value No suicide,
n=595 (71.2%)
Suicide,
n=241 (28.8%)
P value
Emotional violence: No 404 (61.0) 42 (23.3) 371 (83.6) 73 (16.4)
Low 120 (18.1) 35 (19.4) 109 (71.2) 44 (28.9)
High 138 (20.9) 103 (57.2) b.0001 115 (48.1) 124 (51.9) b.0001
Physical violence: No 571 (86.3) 119 (66.1) 532 (77.6) 154 (22.5)
Low 65 (9.8) 24 (13.3) 44 (50.0) 44 (50.0)
High 26 (3.9) 37 (20.6) b.0001 19 (30.7) 43 (69.4) b.0001
Sexual violence: No 427 (64.5) 80 (44.4) 380 (75.4) 124 (24.6)
Low 65 (9.8) 23 (12.8) 55 (63.2) 32 (36.8)
High 170 (25.7) 77 (42.8) b.0001 160 (65.3) 85 (34.7) b.0001
Physical and/or sexual: No: 378 (57.1) 58 (32.2) 349 (80.6) 84 (19.4)
Low 95 (14.4) 31 (17.2) 76 (60.8) 49 (39.2)
High 189 (28.6) 91 (50.6) b.0001 170 (61.2) 108 (38.9) b.0001
Physical, sexual and/or emotional: No 237 (35.8) 18 (10.0) 220 (86.6) 34 (13.4)
Low 93 (14.1) 16 (9.0) 188 (80.0) 47 (20.0)
High 332 (50.2) 146 (81.1) b.0001 187 (53.9) 160 (46.1) b.0001
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We found a PND prevalence of 21% that is consistent with ﬁndings
elsewhere [1]. Although our study reports a rate that is similar to rates
reported in a systematic review in Africa (weighted mean of 18%) [15]
and other studies conducted in Zimbabwe [8], a higher rate has been
reported in a recent Zimbabwean study where a third (33%) of the
postpartum women reported PND [18]. This may be adduced to
methodological differences as the study conducted by Chibanda et al.
[18] measured depression in 6–7 weeks postpartum in a small sample
of women (n=210) in only two clinics.
The high levels of PND found in this study highlight the need to
assess PND early in the postpartum period and that it is important to
ensure that there are support mechanisms for women in the ﬁrst year
of pregnancy. Ensuring that bonding with baby takes place is critical
for child development. As Woolhouse et al. [27] found in their prospec-
tive study, 57.6% of the women who reported depressive symptoms in
the ﬁrst 3 months reported it again after 6 or 12 months. Although
screening of women for PND adds more work to the heavily burdened
nursing staff in developing countries, its beneﬁts could be substantial
[27]. Screening can be done during the 6th week postnatal care visit
with appropriate referrals made.
Rates of emotional violence were higher than those of physical or
sexual violence. The study also found that emotional violence was
more strongly associated with PND and suicidal ideation than any
other type of violence both in nonsevere and severe forms of violence.
We found that when emotional violence is added to physical or sexual
violence, the relationship between violence and PND strengthens
showing the signiﬁcance of emotional violence in predicting women’s
mental health. Our ﬁndings do not only add to the growing but still
thin literature on the relationship between emotional IPV and mental
health as reported in cohort studies [1,10,27,28] but also adds the aspectTable 4
Adjusted odds ratios showing association between low and severe IPV during pregnancy and P
suicidal ideation.
PND
Violence type 0 vs. 1–2 events, adjusted odds
ratio (95% CI)
0 vs. 3+ events
violence measu
Emotional violence 2.87 (1.60–5.16) 5.08 (2.98–8.66
Physical violence 1.05 (0.56–1.98) 3.76 (1.91–7.41
Sexual violence 1.91 (1.00–3.66) 2.00 (1.26–3.18
Physical and/or sexual violence 1.87 (1.03–3.42) 2.23 (1.38–3.60
Physical, sexual and/or emotional violence 2.53a (1.31–4.88) 7.04b (3.68–13.
a 1–4 events.
b 5+ events.of IPV severity to this relationship. As emotional violence is increasingly
identiﬁed as an important risk factor for PND, it is crucial that clinicians
and researchers include it in their conceptualisation of violence in order
to develop and implement effective screening, prevention, treatment
and support interventions. There is a link between PND and IPV and
there is need to consider what health sector interventions have been
tested. Research on the link between PND and IPV is fairly new and
few randomised controlled trials have been done on this topic resulting
in inconclusive evidence [29]. Interventions tested have not been
conducted in developing country settings such as Zimbabwe.
We found IPV during pregnancy associated with PND. These ﬁndings
contribute to the evidence of the association reported from studies
across the globe [10,14,27,30,31]. However, the cross-sectional nature
of the study prevents us from determining if this relationship is causal.
The study found that the strength of the association between violence
and PND increases with violence severity. Other studies also found that
severity of IPV increases severity of depression [1,32]. Our results show
that measuring violence dichotomously as having been experienced or
not may not be useful as the association between PND and violence
was more determined by the frequency and nature of violent acts than
just being abused.
Overall there is limited research on suicidality amongst women in
Africa [33] with researchers and clinicians tending to focus on suicide
committed by men. The WHO (in Mars et al. [21,33]) estimated that
the prevalence of suicide amongst females is half that of men in
Zimbabwe. We found a prevalence of suicide thoughts of 4.1% that is
consistent with rates of suicide thoughts (0.8–12%) found in a WHO
Multi Country Study [21] and elsewhere [19]. Our results show that a
signiﬁcant fraction of women have tendencies towards suicidality.
Since studies have shown that uncompleted suicides or suicide thoughts
may result in complete suicide if no attention is given to the women’s
situations [34,35], our study highlights a need for preventive actionND and suicide thoughts controlling for sociodemographic factors, past violence and past
Suicide thoughts
, adjusted severe
re
0 vs. 1–2 events, adjusted odds
ratio (95% CI)
0 vs. 3+ events, adjusted severe
violence measure
) 2.03 (1.12–3.65) 2.46 (1.46–4.15)
) 1.60 (0.88–2.94) 1.68 (0.80–3.51)
) 0.78 (0.38–1.60) 0.91 (0.56–1.49)
) 1.25 (0.68–2.31) 1.13 (0 .68–1.86)
44) 1.26a (0.67–2.37) 2.21b (1.18–4.12)
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alisation of suicide [36] as due to lack of coherence and integration may
help us to understand the association between suicidality and partner
violence. The high rates of partner controlling behaviours reported
in Zimbabwe by Shamu et al. [22] may be useful in explaining the
pathways to suicidality in the context of violence experiences. A
number of studies reviewed by Mars et al. [33] in Africa reported that
suicidality was related to experiences of violence, conﬂict and other
relationship problems whilst others have reported suicide as related to
chronic pain and suffering [37,38].Whilst ourﬁndings reveal some trends
in the adult population, Jewkes’s analysis of data from a 2-year interven-
tion in South Africa found that adolescent women were more likely to
develop suicide tendencies 2 years after experiencing abuse [39]. This
furthers our understanding that suicidal behaviours develop over time
and may not be fully understood in cross-sectional studies such as ours.
The study did not ﬁnd an association between sexual violence and
either PND or suicidal ideation. This could be because sexual violence—
which was widely reported in our study that asked questions on sexual
behaviours — may have enabled women to view themselves as not
being abused. Qualitative studies in Zimbabwe ﬁnd women describing
sexual violence in nonviolence terms and feelings of duty to provide
their partners with sexual services. Additionally, sexual violence is sel-
dom found on its own [40].
The study has some limitations that should be considered in
interpreting the results. Since this was a cross-sectional study, causal
explanations cannot be made as IPV and depression tend to develop at
the same time [39]. We did not measure depression during pregnancy
that could have helped us to understand PND as there is a possibility
of a causal pathway from IPV during pregnancy resulting in depression
during pregnancy that may ﬁnally lead to PND. PND could have been
explained via depression during pregnancy. Further studies may also
look at lack of perceived support and other mental health problems as
possible predictors of PND and suicide. However, our analysis controlled
for past suicidal ideation and past IPV helping us to understand the
linkages between violence experienced during pregnancy and the
mental health problems that we measured during the postpartum.
This paper shows that more episodes and particular types of vio-
lence are strongly associated with serious mental health problems
that have negative effects on bothwomen and their infants and families.
It helps us to understand that it is continued exposure to violence,
particularly emotional violence that is strongly associated with mental
health problems, in contrast to studies that used only one episode of
violence in their analysis. Robust analysis of data is another strength
of the paper especially theway severity and combined forms of violence
weremeasured andused in the study. The large study sample and a high
response rate (97%) in the main study [22] also contribute to the
strengths of the study. The study used nonjudgemental internationally
recognised IPV and depression measurements and we were able to
control for some possible confounders such as past suicidal ideation
and past violence experiences.
6. Conclusion
The study provides strong evidence that emotional violence is far
more associated with mental health measures than any other type of
violence. Focusing on emotional violence is needed since most existing
policies and interventions focus on physical and sexual violence yet
these two were not shown to be independently associated with PND.
Further research is needed to determine if the psychological conse-
quences of physical or sexual IPV could be contributing to the PND.
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